drainage of lesions is ineffective in curing the root cause of the problem, and persistence or worsening is the rule over time. Complete surgical resection followed by local flap or skin graft closure is possible, curative and most often successful, at the cost of a unsurprisingly high number of self limited wound complications. Urologists should endeavor to fix instead of merely manage this difficult problem.
INTRODUCTION AND OBJECTIVES: Recto-urinary fistula (RUF) is a rare complication following pelvic surgery, radiation or trauma. We report our experience using a perineal approach with a cremasteric myocutaneous interposition flap (CIF) for the treatment of symptomatic RUF and sought to compare their outcomes with patients undergoing repair with other interpositions.
METHODS: We identified all patients undergoing RUF repair at a single institution from January 2001 to June 2014. Demographics, fistula etiology, surgical approach and outcomes were reviewed. Successful RUF repair was defined based on a post-operative voiding cystourethrogram without evidence of contrast extravasation.
RESULTS: 26 patients underwent RUF repair by a single surgeon at our institution. All patients underwent colonic diversion prior to repair. Initial repair was performed at the median age of 63 (21-83) years using a cremasteric interposition flap (CIF) in 12 patients, gracilis interposition flap (GIF) in 13 and a rectus myocutaneos flap (RMF) in one. Median follow-up was 8.8 (1-44) months. Fistulas were categorized as complex where radiation therapy, salvage cryoablation or APR was performed (69.2%), and simple when they occurred in the setting of radical prostatectomy, hemorrhoidectomy or trauma (30.8%). Pre-repair hyperbaric oxygen was performed in 57.7% of patients and was not associated with improved success in initial closure for either complex or simple fistulas (p¼0.16, 0.69). In the CIF group, 9 (75%) patients failed the initial repair with 2 subsequently undergoing successful second CIF, 4 with successful subsequent GIF and 2 lost to follow-up. One patient failed a repeat CIF. The majority of patients (88%) who failed initial repair with CIF had radiation-induced fistulas, whereas only 33% of patients with a successful initial repair had prior radiation exposure (p¼0.12). In the GIF group, 11(84.6%) had successful repair with initial surgery. Initial repair of simple fistulas was more successful than complex fistulas (p¼0.04). The use of GIF or rectus myocutaneous flap resulted in improved success in complex fistula repair as compared to CIF (p¼0.004). There was no difference seen in success of simple fistula repair when comparing GIF and CIF (p¼0.17).
CONCLUSIONS: Perineal repair of RUF using CIF is a novel approach with potentially less morbidity than larger muscle interposition flaps. However, the CIF is less effective in complex fistulas and thus should only be considered in patients with simple fistulas. For complex fistulas, a more vascularized flap such as GIF or rectus myocutaneous flap is effective. The initial management of pelvic fracture urethral injuries (PFUI) with early endoscopic realignment (EER) versus suprapubic tube (SPT) placement is controversial. At our institution, early endoscopic realignment (EER) is performed for all patients who undergo pelvic fracture repair. In our initial analysis from 2011, we evaluated 19 patients and reported a 21% success rate for EER. We sought to update our experience with EER following PFUI.
METHODS: A retrospective review was performed of patients treated at our level 1 trauma center with EER for PFUI secondary to blunt pelvic trauma. EER was performed with a retrograde or a combined antegrade/retrograde approach with a cystoscope through the SPT tract. Failures of EER were defined as requiring a secondary procedure, permanent SPT management, or lost to follow up (LTF). Treatment success was defined as no secondary procedure or the ability to pass a cystoscope across the area of injury or surgical anastomosis.
RESULTS: Thirty patients underwent EER at our institution between 2004-2016 with a mean follow up of 27 months (range 0-105). Mean time to realignment was 2 days (range 0-6). Delayed EER was scheduled with another surgical service in 22 patients (81%). Average operative time for EER was 46 minutes (range 6-100). No patient experienced complications from endoscopic realignment (i.e. pelvic abscess or orthopedic hardware infection). The catheter was removed on average 35 days (range 12-98) after EER. 26 patients (87%) returned with obstructive voiding symptoms (mean 27 days, range 2-109) requiring delayed surgical treatment and 1 patient was LTF. Using an intent-to-treat analysis, 27 patients (90%) failed EER (Figure) . 15 patients underwent primary urethroplasty with 100% success. 2 patients elected permanent SPT management. 9 patients underwent primary endoscopic management with dilation or DVIU with 22% success (2/9). Of the 7 patients who failed endoscopic management, 6 patients underwent urethroplasty with 100% success and 1 patient was LTF.
CONCLUSIONS: Our updated overall success rate for EER was 10%. The low long term success rates of EER should be balanced with potential benefits such as decreased orthopedic hardware infection after SPT removal and improved alignment in the case a subsequent urethroplasty is required.
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